
The time of operation was 4.15 a. m. The child
and placenta were delivered in a few minutes, less
than five ; the abdominal wound closed, and the
patient in bed in fifty minutes. The child was a

girl, eight and a quarter pounds.
The post-operative period was unimportant till

the sixth day, when, after a fit of coughing, the
wound was opened its entire length, with the
escape of intestines. Under chloroform the bowel
was replaced, edges of the wound brought to-
gether and again closed. Mother and child did
well subsequently. Valuable assistance was ren-
dered at the time by Drs. J. B. Lyons, R. N.
Daly and J. A. Cronin.

MedicalProgress.
RECENT PROGRESS IN THORACIC

DISEASES.
BY GEORGE G. SEARS, M.D., AND JOHN W. BARTOL, M.D., BOSTON.

(Concluded from No. 10, p. 237.)

DISEASE OP THF: MYOCAKDIUM IN CONGENITAL
SYPHILIS.7

It is not yet sufficiently well known that con-

genital syphilis may produce grave vascular dis-
ease in children. G. Berghinz records in the
Gazetta degli Ospedale, of June 24th, 2 interest-
ing cases which throw light on the arterial and
vascular lesions which may be produced in in-
fants, and which may result in death in the midst
of apparent health. One case is that of an infant
eighteen months old, who, while seeminglywell, sud-
denly developed a paroxysmal dyspnea with cough
and intense cyanosis, symptoms which possibly
pointed to edema of the lungs. There were no

symptoms, however, of fever, renal disease, epi-
lepsy, laryngeal spasm, or status thymicus, and
the case ended fatally. The post-mortem examin-
ation disclosed syphilitic vascular lesions of a
characteristic sort (arteriosclerosis) such as occur
in the subjects of congenital syphilis, and affect-
ing especially the myocardium. No syphilitic
history was ascertained in the parents, but in the
second case, in which the same group of symptomsoccurred in a child and ended fatally, inquiry
revealed an undoubted syphilitic history in the
father. Berghinz refers also to an article
in the Centralblatt für Kinderheilkunde for
June, containing a summary of the post-mortem
appearances in 22 cases of hereditary syphilis, in
which it appeared that syphilis affected the gangliaof the heart and gave rise to a proliferation of the
perivascular connective tissue of the blood vessels
in the cardiac walls, which eventually resulted in
arteriosclerosis and death. It is clear, therefore,
that arterial disease due to congenital syphilis,and affecting the coronary arteries and nutrient
vessels of the heart, may result in sudden and rapid
death, when symptoms of dyspnea and cyanosis su-

pervene in a child otherwise apparently healthy.

It is also interesting to note that many forms of
cerebral palsy (hemiplegia and monoplegia) may
likewise be the outcome of cerebral arteriosclero-
sis when the latter occurs in the fetus in utero or
in infancy, the results appearing in various forms
of paralytic idiocy and imbecility.
PATHOLOGY AND TREATMENT OF ANGINA PECTOHIS.

Schott,8 with a prelude on the pathology in
which he supports the well-known " Parry-Stokes "

theory, that the stenocardiac crisis " is a sort of
syncope, with a preceding strong oppression or pain
in or near the heart, the consequence of an organic
lesion, the effects of which are brought into evi-
dence by a lowering of the heart power and an
accumulation of blood in the cardiac cavities,"
leads up to a recommendation of the Nauheim
treatment for properly selected cases ; that is,
cases in which arteriosclerosis has not made such
progress that the danger of embolism or apoplexy
is to be apprehended. Such treatment is more

lasting than the usual medicinal one of reducing
blood pressure and consequently the work of the
heart, because the heart's muscle is strengthenedand the cardiac nerves acted upon. The result of
his experience has been that "the treatment by
baths and exercises has proved to be of signal
success, even in cases in which the nitrites, and
principally nitro-glycerine, had more or less failed.

DISTURBANCES IN THE BRACHIAL PLEXUS IN
ANGINA PECTORIS.

Loewenfeld9 has studied the relation of the
" brachial symptoms " in anginal attacks, and
divides disturbances of the plexus into three
groups: (1) of sensation; (2) of motility ; (3)
vasomotor disturbances. (1) The pain (in rare in-
stances extending also to right arm) is distributed
chiefly in the regions supplied by the external
cutaneous, the greater internal cutaneous, and the
ulnar nerves. It varies in degree from slight prick-
ings to the most intense forms ; paresthesia is often
an accompaniment. He found that in the severe
cases pressure on the plexus above the clavicle
evoked pain in the region of the heart, as well as
in the arm. The same was true of active or pas-
sive movements of the arm. (2) The motor dis-
turbances occurred only in severe cases, and
consisted in weakness of the entire arm, including
shoulder, or in some cases was confined more

especially to the forearm. (3) Of vasomotor dis-
turbances in " organic " angina pectoris, he has
observed simply coldness and pallor of the left
hand in connection with pain.

Brachial symptoms show in different cases quite
varying relationship to the cardiac, thus : ( 1 )
There may be attacks of stenocardia, even severe

ones, in which brachial disturbances are entirely
absent. (2) They do, however, occur in most
cases, and very often are severe in proportion to
the severity of the cardiac symptoms ; but not
rarely there is a striking disproportion, and either
group of symptoms takes the foreground as the

' The Lancet, August 25,1900.
8 The Lancet, September 8,1900.
' ' Muench. Med. Woch., August 1,1900.
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case may be. (3) The brachial symptoms may
be the first sign of the disease. (4) Pain and
weakness of the arm may endure much longer
than the heart pang ; and in periods between
attacks light brachial neuralgia may exist by itself,
or in connection with slight heart pains. •

The theory for the origin of these various mani-
festations on the part of the brachial nerves is a
more or less complicated one. In the ordinary
type of case the old theory that the brachial
symptoms are due to stimulation passing from
the cardiac plexus by the two lower cervical
ganglia to the spinal cord, is considered sufficient.
Based on Head's localization of the origin of
the sensory nerves of the heart in that region
of the cord covered by the last two cervical seg-
ments and the first eight dorsal segments, corre-

sponding thus to a part of the origin of the brachial
plexus, this transfer of neuralgic pains seems not
difficult to understand ; but for those cases in
which the paroxysm is ushered in by the arm pain,
or those in which the latter takes the first place in
acuteness, it must be further assumed that there
exists a hyper-irritability of the centre of origin of
the brachial plexus ; causes for such hyper-irrita-
bility the author thinks he has shown in a reported
case of angina pectoris with pre-existing brachial
neuralgia, and he also instances the occasional
association of valvular disease of the heart with
brachial neuralgia as a further proof of the possi-
bility of intimate relationship between heart and
plexus. Finally, in such cases as combine the
independent existence of both brachial neuralgia
and angina pectoris, he concludes that they must
react unfavorably on one another.

INTERMITTENT PULSE.

As a result of his experiments, Cushny10 makes
an important differentiation in the varieties of
intermittent pulse, and intimates that it is possible
and valuable to determine the variety in individ-
ual cases. He classifies them as follows : (1) True
ventricular intermissions, in which the pause is
exactly equal to two pulse intervals, and during
which there is no cardiac sound. (2) True auri-
cular intermissions, in which the pause is shorter
than two pulse intervals and during which there
is no cardiac sound ; seen often in healthy per-
sons, and then probably due to excessive inhibi-
tion ; other cases may be due to auricular disease.
(3) False ventricular intermissions, in which the
pause is equal to two pulse intervals, but is often
interrupted by a slight elevation. In every case
a first heart sound can be heard during the inter-
mission. This form appears to be caused by
excessive irritability of the ventricle leading to a

premature systole. (4) False auricular intermis-
sions, in which the pause is shorter than two pulse
intervals. There is often a slight elevation of the
pulse during the intermission, and the stethoscope
reveals a systolic sound very soon after the last
regular pulse elevation. (5) Another variety
described by Wenckebach, and not yet studied by
Cushny.

If the intermissions be of the true variety, some
stimulant like caffeine or digitalis would appear
to be indicated, while if the intermission is caused
by excessive irritability, a drug like aconite acting
on inhibitory mechanism might be tried.

SUBCUTANEOUS SALINE INJECTIONS IN PNEUMONIA.

Penrose'su statistics as to the favorable effect
of the subcutaneous injection of normal salt solu-
tion in pneumonia were so favorable that the
method was tried by Drs. Ewart and Beaumont
in 6 cases under their care. The cases selected
were those occurring in unhealthy and debilitated
persons, where the disease seemed likely to be
severe. The first case was of a severe type in
a debilitated female, aged thirty-seven years.
One pint of the solution was injected into the sub-
cutaneous tissue of the right subclavian region.
Next day the same amount was injected into a
similar situation on the left side at 11 a.m., and
again at 6 p. m. Altogether there were four such
injections alternately on the left and right sides.
The patient recovered. The other 5 cases, 1 of
which was ordinary pneumonia, 2 double, 1 com-

plicated with empyema, and 1 case of pneumo-ty-
phoid fever, all died. Grey hepatization had ap-
peared in some. The results were disappointing.
All but 1 were fatal, but it might be said that the
proceeding caused no unfavorable symptoms, and
in one or two seemed to have delayed the fatal
issue. It did no further good, neither did it pro-
mote death. It was not resented by the patients,
and the reporters thought it might be given a fur-
ther trial.
INTRAPLEURAL INJECTIONS OF NITROGEN GAS IN

TUBERCULOSIS.

H. P. Loomis u speaks of the occasional arrest
of a tubercular process in a lung, compressed either
by effusion or by a pneumothorax, which from the
enforced rest seems to favor a cicatrization of the
tuberculous foci. The same effect can be pro-
duced artificially by the injection of nitrogen gas,
and in the present article he gives his personal
experiences with the method. He says that the
more he has used it the more he has been tempted
to apply it in advanced and hopeless cases, since
it relieves the patient and stops many of the dis-
tressing symptoms. It cannot, however, always
be employed because of the inability to force the
gas into the pleural cavity in many cases on ac-
count of adhesions, but its impractibility can only
be demonstrated by an actual test.

An analysis of his cases shows that the total
number in which it was tried was 18, 8 of which
were instances of pulmonary hemorrhage which
was stopped at once. It was given for its effect
on the lungs in 10 cases, in the majority of whom
the physical signs remained the same, but pleurisy
was controlled at once. Sixteen cases gained in
weight on an average of 71 pounds. None lost.
Twenty-nine injections in all were given, the aver-

age amount of gas used being 107 cubic centime-

10 British Medical Journal, September 29,1900.
11 The Lancet, August 18,1900.
11 New York Med. Rec, September 29,1900.
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tres. In 13 cases cough improved, 3 slightly and
temporarily. The expectoration diminished in 11
cases, and in 4 the fever was lessened. In 8 the
injections were tried and failed, owing to the ina-
bility to introduce the gas.

He sums up the method as follows :

(1) It is a treatment that has a future ; I would
advise its more extended use. Only in this way
can we ascertain the kinds of cases to which it is
best applied.

(2) I have never seen any bad results or even

unpleasant effects following the injections.
( 3 ) I have seen no cases result in absolute cure

of the disease.
(4) I have certainly seen the apparent arrest

of the disease in 2 cases, and the disappearance of
such constitutional symptoms as expectoration,
fever and cough in a number more. Sufficient
time has not yet elapsed to say whether in even
the most favorable cases the activity of the disease
may not return.

(5) The local improvement is not so apparent
as the constitutional.

(6) A marked gain in weight is found in every
case injected. This is so universal as to be aston-
ishing, especially as the cases have had no other
treatment and many of them have been in hospital
wards and under antihygienic surroundings ; yet
the gain in weight has followed almost immedi-
ately after injections, and when a patient had
been losing weight before the injections he sud-
denly began to gain. It is very difficult to explain
this effect, except by the marked effect upon the
pulmonary lesion.

(7) That this method of treatment will stop
pulmonary hemorrhages I am thoroughly con-
vinced. I have never known it to fail, even in one
of the most desperate cases upon which it was
tried. If these nitrogen-gas injections have no
other place in the treatment of pulmonary tuber-
culosis, it seems to me that their ability to arrest
pulmonary hemorrhage gives them a place which
no other method we have at the present time can

occupy.
THE BRONCHIAL MUSCLES AND ASTHMA.

Aufrecht18 says that he is in full accord with
the majority of authors who accept the theory
that asthma is the result of a reflex spasm of the
bronchial muscles, but apart from this nervous in-
fluence catarrh of the bronchi must also be recog-
nized as a factor in the production of the disease.
For the latter no complete explanation has ever
been possible. Encouraged by his discovery that
longitudinal as well as circular muscle fibers exist
in the finer bronchial tubes of rabbits, he has suc-
ceeded in showing that a powerful layer of circular
and a much weaker layer of longitudinal fibres
exist in man. This anatomical fact explains the
occurrence of asthma in inflammatory conditions
of the bronchial mucous membrane. Here the
muscular fibres become edematous, but the func-
tion of the circular owing to their greater strength,
is less interfered with than the longitudinal, so

that a narrowing of the bronchi results, the former
being no longer opposed by the latter. In his
experience, asthmatic attacks, which result from
catarrhal conditions, never become so severe and
threatening as those of reflex origin, which is
readily explained by the fact that they are not
due to spasm, but to an increased contraction of
the circular fibre from the absence of their longi-tudinal antagonists. Owing to the retained secre-
tions and the damming up of the asthma crystalsand Curschmann's spirals, bronchial catarrh fol-
lows the reflex spasm and may prolong the
asthmatic attack for days.

13 Deutsch, arch. f. klin. Med.. 1900, Bd. 67.

Reports of Societies.

BOSTON SOCIETY FOI? MEDICAL IMPROVE-
MENT.

ARTHUR K. STONF., M. D., SECRETARY.

Regular meeting, Monday, January 21, 1901,
Dr. E. H. Bradford in the chair.

Dr. Bradford : The committee in charge has
considered it advisable now that we have entered
upon a new era to vary the usual programme of
our medical society and look a little to the past.We arc beginning a new century, and before lay-
ing out our course it seemed wise to examine our
chart to take an observation. The committee has,
therefore, invited a gentleman to address you, who
has not only interested himself very actively in
the work of this society the last few years, but one
who will also speak to you tonight not in the
spirit of a laudator temporis acti, but as a his-
torical student telling us the record of the Societyfor Medical Improvement. I take pleasure in pre-
senting to you Dr. James G. Mumford.

Dr. Mumford's subject was

THE STORY OF THE BOSTON SOCIETY FOR MEDI-
CAL IMPROVEMENT.1

Dit. Bradford : As Dr. Mumford has said, the
society at one period was in a condition of leth-
argy, and it was necessary for its good work that
it should be revived. At that time the society
needed a tonic, and found it in the influence of
one who has given new life to this organization.
When we read of the names of the past leaders in
Boston medicine it sometimes seems to us that the
type has changed, but we have in our midst one

who, if he had lived in the early part of the 19th
century, would have been a leader in the broad
field of general medicine. Circumstances chan-
neled his career differently, and you will now be
addressed by one who is universally respected as
the foremost specialist of America, Dr. James C.
White.

Dr. White : We have had the pleasure of listen-
ing to a full and admirable narration of the past
of this society, and yet I may be permitted, Mr.
President, in compliance with your comprimen-

1 See page 247 of the Journal.
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